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Abstract
Background: Heart failure (HF) is a clinical diagnosis that affects about 1 to 2% of the
population worldwide. Poor education regarding self-care behaviors after discharge has
contributed to increased readmissions after acute hospitalization. Hospital readmissions cost is
approximately one hundred thousand dollars. This increase in cost has forced the Centers for
Medicare and Medicaid Service (CMS) to place penalties on organizations with high readmission
rates. The organization may be penalized for increases in readmission rates by decreasing the
percentage of the combined total Medicare payments received from the CMS (Centers for
Medicare and Medicaid Services [CMS], 2021)
Purpose: The purpose of this Doctor of Nursing Practice (DNP) project is to incorporate a
simplified discharge brochure on HF using evidence-based practice (EBP) from the American
Heart Association's (AHA) "Get with The Guidelines." The outcome was assessed by evaluating
measures which increased patient knowledge of heart failure and self-care management to reduce
rehospitalization rates.
Methods: This quality improvement (QI) project utilized a condensed and detailed HF brochure
created by the DNP planner using the AHA “Get with The Guidelines” offered to patients to
promote learning, self-care, and compliance to reduce rehospitalizations in the acute care setting.
The DNP student conducted an educational session for inpatient HF patient. A pre-and postquestionnaire Likert scale was used to assess patient knowledge and self-care habits. Fisher’s
Exact Tests were utilized to assess the statistical significance of a change in knowledge pre-and
post-intervention.
Results: Results showed an increase in participant knowledge after the intervention. Data
collection indicated that 87.5% of participants understood their diagnosis of HF and how to
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provide self-care after the educational intervention compared to 7.1 % before the educational
intervention.
Conclusion: This DNP project helped to increase participants’ HF knowledge in the acute care
setting by implementing education with a pre-questionnaire and a post-questionnaire to assess
the outcomes of the intervention. This project has the potential to increase the current knowledge
base of HF patients by educating patients on the disease process, self-care management, and the
proper therapeutic regimen.
Keywords: heart failure, discharge education, self-care, acute care patients
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Reducing Admissions of Adult Congestive Heart Failure Patients in the Acute Care Setting.
In the United States (US), heart failure (HF) is a growing healthcare burden and one of
the leading causes of hospitalization nationally (Ziaeian & Fonarow, 2016). The number of
persons affected by HF is expected to rise to 8.5 million by 2030 (Kilgore et al., 2017). This rise
will significantly impact the future HF prevalence due to the aging population. An estimated one
million hospital stays were attributable to HF annually (Chamberlain et al., 2018).
Consequently, care for patients with HF imposes an onerous economic burden on the healthcare
sector by contributing to an already increasing hospital cost (Kilgore et al., 2017).
Self-care is essential for the management of HF. Based on the guidelines reported by the
AHA for diagnosing and treating acute and chronic HF, adherence to self-care is essential to
improving patient outcomes, reducing mortality, and improving quality of life (American Heart
Association: Get With The Guidelines, 2022). Therefore, discharge education on HF
management emphasizes commitment to self-care behaviors such as lifestyle modifications and
fluid restrictions (Son, Choi, & Lee, 2020).
The discharge process is essential for communicating information with the patient and
caregiver. Patients in the acute care setting must receive education before discharge to foster and
assess self-care knowledge and skills regarding self-care at home. The American College of
Cardiology (ACC) and AHA recommend thorough and simplified patient education to facilitate
self-care and compliance (Heidenreich et al., 2020). A well-implemented discharge plan consists
of a strategy for close supervision, remote monitoring, regimen compliance, and a seven-day
follow-up appointment per recommendations by the ACC and AHA to prevent adverse outcomes
and progression of the disease. This patient population requires frequent in-depth education and
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re-evaluation to ensure adherence to recommendations that promote optimal outcomes
(Heidenreich et al., 2020).
This DNP project aims to improve discharge education by providing condensed, thorough
education to all HF patients in the acute care setting. Establishing criteria for discharge education
verbiage encourages patients and their caregivers to gain knowledge and grasp the overall
concept of self-care management, thus decreasing morbidity and mortality and improving HF
patients' health outcomes.
Background
HF has become a global pandemic affecting nearly six million people worldwide
(Savarese & Lund, 2017). The weakening of the heart’s pumping ability causes blood to back up
into the heart and lungs; therefore, severely decreasing the functional capability and increased
mortality risk (Inamdar et al., 2016). Treating and providing self-care education is imperative to
reduce morbidity and mortality risks in the HF population (Madanat et al., 2021). HF patients are
frequently readmitted to the hospital quickly after discharge due to a lack of self-care knowledge.
This patient population remains unsure when to report complications, such as weight gain,
shortness of breath, or chest pain which should be reported to their primary care physician postdischarge (Negarandeh et al., 2020).
Due to complex language and low healthcare intelligence, many patients have a
decreased understanding of the disease process, treatment, and management progression
(Inamdar & Inamdar, 2016). Various factors, such as literacy levels and reading comprehension,
are related to a patient’s return to the acute care setting within thirty days of discharge (Inamdar
& Inamdar, 2016). Still, effective discharge education with subsequent comprehension of
materials may decrease the likelihood of readmission by 23% (Inamdar & Inamdar, 2016). One
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of the most successful evidence-based education methods is one-on-one teaching using written
communication, followed by the teach-back method. The teach-back method has been utilized to
confirm that each patient understood the information presented before discharge (Yen et al.,
2019).
An interdisciplinary team approach is critical in the management of HF (Yen et al.,
2019). The process includes thorough education at discharge and scheduled follow-up
appointments. A discharge plan that addresses the knowledge gap in communication and
instructions can significantly impact HF patients. Benefits include improving their self-care,
quality of life, and overall health outcome (Yen et al., 2019). This DNP project aims to increase
the patients’ knowledge regarding self-care management after discharge and increase patient
awareness of methods to reduce rehospitalization.
Health Literacy
Health literacy is the capacity to obtain, process, and understand basic health information
and services needed to make appropriate health decisions (Liu et al., 2020). There are four levels
of health literacy: below basic, basic, intermediate, and proficient literacy levels (Liu et al.,
2020). Patients require an intermediate level of health literacy to read and adequately interpret
discharge instructions or prescription information (Liu et al., 2020). Below basic literacy level is
described as not understanding simplified instructions, readings, documents, or charts (Liu et al.,
2020). This literacy level is below the standards to function within the healthcare setting. Patients
at this level can read and understand short, simple, and one-step directions. Basic literacy level
refers to the skills of reading and writing basic information that is at an eighth-grade reading
level (). Individuals with basic literacy levels can read and comprehend short text and directions
at an eighth-grade level and below. Intermediate literacy level individuals can perform
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moderately challenging literacy activities (Liu et al., 2020). These activities range from the
ability to read and understand relatively complex documents, graphs, and instructions.
Intermediate literacy level ranges from ninth-grade through twelfth-grade. Proficient literacy
encompasses skills necessary to perform and understand complex and challenging literacy
activities (Liu et al., 2020). Individuals with proficient literacy skills can understand and interpret
information beyond an eighth-grade reading level. Athilingam et al., (2019) noted that
approximately ninety million Americans have limited health literacy and readability at or below
a 5th-grade level.
Even for patients with a moderate level of health literacy, comprehending and managing
the knowledge taught for chronic disease pathology and management can be challenging (Liu et
al., 2020). Approximately eighty million Americans have less than an intermediate level of
health literacy (Hickey et al., 2018). Poor health literacy, such as the inability to read or
comprehend instructions, is associated with increased health system costs, health disparities, and
poor health-related outcomes (Hickey et al., 2018). Therefore, it is essential to develop discharge
instructions tailored to the patients health literacy levels. Tailoring discharge instructions by
health literacy levels ensure that each patient understands and comprehends the health
instructions to perform self-care.
Evidence-based practice (EBP) has shown that most patients remain confused about their
health care plans after discharge, and a substantial proportion of medical information is forgotten
immediately after release (Yen & Leasure, 2019). Yen & Leasure (2019) believe that health
information focused on individual needs benefits the patient by increasing patient understanding
of healthcare needs. In addition, education focused on the patient’s specific needs will improve
their health literacy, self-management, and health outcomes. Ultimately, targeted educational
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intervention can reduce readmission rates in the acute care setting by tailoring a discharge
education program that meets the need of basic literacy levels (Yen et al., 2019)
SMOG
Many adults lack sufficient health literacy skills to read or understand patient education
materials (PEM). These PEMs are frequently written at the 10th-15th-grade level (Han &
Carayannopoulos, 2020). Sixty-three percent of Americans read at an eighth-grade level;
therefore, the current discharge education materials are not fully understood and result in
frequent readmissions (Han & Carayannopoulos, 2020).
Simplified Measure of Gobbledygook (SMOG) formulas is an assessment tool that
utilizes a hand-scored method (Han & Carayannopoulos, 2020). SMOG allows an evaluator to
determine the grade level of patient education by counting ten sentences at the beginning,
middle, and end of a document to test the grade level of written materials (Han &
Carayannopoulos, 2020). The evaluator counts every word of three or more syllables in those
thirty sentences. The number of syllables in each section is then totaled and converted to a
corresponding reading grade level score (Grabeel et al., 2018). EBP suggests that SMOG is a
valuable tool for completing the reading grade level and predicts 100% comprehension (Grabeel
et al., 2018).
Needs Analysis
Despite the current advancements in managing HF and numerous studies investigating
the predictors of HF readmissions, the rehospitalization rates remain at an all-time high.
According to the Centers for Medicaid and Medicare Services (CMS), the benchmark for
reducing readmissions of HF patients is not being met (2020). Data from the quality and
improvement department at the rural acute care facility showed that from 2017 to 2019, 39% of
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patients with the diagnosis of HF were readmitted to the acute care facility (CMS, 2020). CMS
has provided core measures to help decrease the rates of rehospitalizations and improve patient
health outcomes (Outcome Measures, 2020). According to the CMS, each HF patient should
have a post discharge appointment, post discharge evaluation, high-intensity statin, aldosterone
antagonist, and a beta blocker at the time of discharge, unless contraindicated (CMS, 2020).
The project planner performed a SWOT analysis of the acute care facility last year.
Results from the SWOT analysis indicated that patients were not receiving the proper discharge
education to prepare them for home. Patients did not fully understand the information presented
because of medical terminology, health literacy skills, and the amount of information given.
Education and an instructional assessment were needed before discharge. Based on the
HF guidelines reported by the ESC, adherence to self-care was a crucial component of improving
patient outcomes, reducing mortality, and improving quality of life. The AHA’s “Get with The
Guidelines” was designed to improve the quality of care for patients hospitalized with HF. The
programs guidelines aimed to help ensure that patients are started on recommended therapies
inpatient and receive appropriate discharge education prior to discharge. The project planner
used these guidelines to develop a condensed education brochure that incorporated the guidelines
recommended therapies, medication education, and daily management activities.
The SMOG analysis conducted to assess current discharge education given by the
healthcare organization showed average readability of recent instructions exceeded the NIHrecommended and intermediate U.S. adult eighth-grade level. The DNP project’s overall
outcome is to present patients and their caregivers with comprehensible and accessible materials
by providing resources and information at a more appropriate reading level.
Based on the SMOG analysis, there was a demonstrated need to improve current
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discharge teaching procedures, which will help decrease morbidity and mortality rates and,
ultimately, reduce rehospitalizations in the medical unit. While previous improvements have
been made, the discharge process and patient education component continue to face challenges
and results in multiple readmissions due to a lack of understanding regarding the disease process,
management, and self-care recommendations. Discharge education should contain condensed,
factual, and easy-to-understand information. This information should also include realistic selfcare management strategies and appropriate interventions. An interdisciplinary team approach
that focuses on goal-oriented education from nurses and clear direction for the multidisciplinary
team at discharge is vital.
Setting
The project was implemented on a 28-bed cardiac step-down unit. The primary
population consisted of patients with cardiovascular etiologies such as heart failure (HF),
coronary heart disease (CHD), coronary artery bypass surgery (CABG), and treatment of
arrhythmias/dysrhythmias.
The acute care hospital is part of an extensive urban healthcare system in the southeast
United States. Since its founding in 1963, the healthcare organization has become one of the
area's most prominent medical facilities and tertiary care centers. The organization offers a
variety of specialty services across the surrounding counties. The facility is a 492-bed hospital
with specialty services such as trauma, neurological, women's health, and orthopedic services.
The healthcare organization is committed to meeting the community's needs with care and
compassion by providing distinguished and superior care to all persons in the community and
surrounding areas. The healthcare organization is region's comprehensive resource for family
healthcare through advanced technology, professional expertise, and new educational goals. The
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acute care facility has achieved many awards and certifications, including the 2021 Women's
Choice Awards for Best Hospitals Mammogram Center and Stroke Center. It operates a Level 2
trauma center and is a primary teaching facility for many prominent universities surrounding the
area. The facility is currently promoting HF education zones to increase patient knowledge and
decrease hospital readmissions; however, there is an exhibited need for additional educational
interventions.
SWOT Analysis
A Strengths, Weakness, Opportunities, and Threats (SWOT) analysis was conducted to
assess the current internal strengths and weaknesses and external threats and opportunities within
the organization (Eizaga et al., 2020). The strengths of the organization encompass teamwork
and leadership. These strengths contribute to the project's success by providing patient safety,
improving patient outcomes, preventing errors in healthcare, and improving efficiency. A
weakness identified in the organization is low healthcare staffing. Low staffing ratios are
challenging because patients are not given the needed one-on-one time to provide quality care or
sufficient discharge teaching. Opportunities that could facilitate the project's success include
essential internal resources, knowledgeable staff, and new emerging technology. Threats to the
project’s success included the staff's potential reluctance to participate based on observed
unwillingness to participate in a recent change and idea.
Problem Statement
The interdisciplinary team is critical in providing patients and caregivers with sufficient
knowledge and education, preparing them for proper self-care at home (Athilingam et al., 2019).
A crucial component of discharge teaching is to assess the knowledge level of patients and
caregivers, ultimately providing an efficient transition from the acute care setting to the home
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care setting.
Athilingam et al., (2019) suggested that approximately ninety million Americans have
limited health literacy and readability at or below a 5th-grade level. Health literacy affects the
understanding of the education provided at diagnosis or before discharge from the hospital
(Athilingam et al., 2019). Due to the length and grade level of the current discharge education
packet, instructions are omitted or disregarded at discharge time. This creates a knowledge
deficit, which can result in HF exacerbations and subsequent readmissions to the healthcare
facility. All information in the discharge education packet should be scored using a SMOG
analysis to ensure that patients and their families can interpret the information being taught.
Patients and caregivers should be confident in demonstrating or verbalizing the discussed
concept. The proposed outcome of the DNP project is to provide patients and their families with
discharge materials that are easy to comprehend by providing condensed discharge information
at the appropriate reading level.
The project planner developed a PICO (Population, Intervention, Comparison, Outcome)
question for this DNP project. The PICO question supports EBP. It aims to address the
following: (P) In adult patients aged 30 and older with HF (I), how does incorporating a
simplified discharge brochure on heart failure using evidence-based practice from the American
Heart Association's "Get with The Guidelines" (C) compared to the current HF discharge
education (O) increase patients' knowledge levels on prevention of rehospitalization due to HF.
Aims and Objectives
The overarching aims of this project were to:
1.

Increase self-care knowledge of HF disease process and management
a. Present a brochure, following recommendations by AHA and ACC, to improve
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the discharge education process for heart failure patients
b. Provide a discharge brochure on 5th-8th grade reading level, ensuring the patient
and family understand all teaching materials.
c. Present patients and families with more comprehensible and accessible
materials by providing resources and information at an appropriate reading
level.
2. Increase educational knowledge to improve health outcomes for heart failure patients.
3. Ensure that patients understand the importance of compliance in the regimen
4. Increase educational knowledge to decrease morbidity and mortality for HF patients
5. Ensure that the patient is educated and understands the importance of medication regimen
and compliance with treatment
Review of Literature
Cumulative Index of Nursing and Allied Health Literature (CINAHL), Cureus Journal of
Medical Science (CUREUS), and PubMed databases were accessed in search of a review of
literature related to inpatient rehospitalizations, heart failure, discharge education, and reducing
readmissions. Keywords searched was “congestive heart failure,” “heart failure,” “reducing
rehospitalization,” “reducing admissions,” “discharge education,” and “health literacy” were
used to find articles for literature review with ninety-seven potential sources found through
different term combinations. The planner narrowed down results using peer-reviewed and
academic journals within the past seven years, reducing potential sources to thirty-three. Many
literature review findings from the literature review included findings from systematic reviews,
surveys, evidence-based practice, and guideline suggestions. Some of the key findings used to
shape the methodology of this project are listed below.
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The vision for the literature review conducted by Morley & Levin (2021) was to create an
inpatient education protocol to prepare the patient for effective self-care management after
discharge. Three hundred twenty-three participants were identified as eligible for participation,
with one hundred thirty completing the educational intervention. This intervention focused on
one-on-one education between the nurse and the patient. Outcomes being assessed was learning
after the educational intervention. Results were monitored using a pre and post-test to assess post
data knowledge. According to Morley & Levin (2021), data concluded that the readmission rate
for the target population of patients with HF of 10.12%, compared with a readmission rate of
21.05% for the nonparticipation group. In addition, the average post-intervention test scores
increased by twenty-one percent, indicating an increase in the knowledge base.
Cui at el. (2019) conducted a pilot to evaluate the impact of nurse education on hospital
readmissions and patients’ abilities to care for themselves after discharge. Ninety-six patients
were included in the study and allocated into an intervention group with a nurse-led education
program and the control group patients without structured education. Results concluded that
adherence to self-care management was higher in the intervention group. The readmission rates
for HF in the intervention and control groups were 10.4% and 27.1%, respectively (Cui et al.,
2019).
Cox et al. (2017) conducted a prospective observational cohort study to evaluate the
impact of patient awareness and their ability to comprehend discharge instructions. The study
assessed the impact of health literacy on readmission rates in the acute care setting of two
hundred and sixty-four patients with HF. Low literacy levels were found to be associated with
increased rehospitalizations, likely due to a lack of comprehension and understanding of
information. Authors recommended that acute hospitals incorporate tools to assess low literacy
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levels as if they affect self-care after discharge.
Heart failure affects an estimated 23 million persons worldwide (Awoke et al., 2019).
Inadequate self-care is associated with poor health outcomes and increased rehospitalizations.
Awoke et al. (2019) conducted extensive research to evaluate the impacts of nurse-led patient
education on knowledge of, self-care behaviors for, and prevention of 30-day hospital
readmission for HF. Pre-and post-questionnaires were conducted on a sample of two cardiac
units. The patient education program used the ACC and AHA guidelines to standardize the HF
patient education program for implementation. Results concluded a significant increase in
knowledge noted in post-education data. Authors suggest that developing patient education
programs that focus on improving knowledge and self-care behaviors for patients with HF
reduce hospital readmission due to HF.
Son et al. (2020) stated that unplanned hospital readmissions are the most critical,
preventable cost on the health economics of HF. Current professional guidelines recommend that
patient self-care is an essential means of reducing this burden. Based on the guidelines reported
by the European Society of Cardiology for diagnosing and treating acute and chronic heart
failure, adherence to self-care is essential to improving patient outcomes, reducing mortality, and
improving the quality of life (Son et al., 2020). Son et al. (2020) noted that studies on the
effectiveness of nurse-led heart failure self-care education mostly report only the positive effects
on patients' health outcomes, whereas evidence of the effectiveness of the nurse-led approach is
still limited. Son et al. (2020) states the one-on-one teaching with teach back methods provided
the greatest impact on patient learning.
Theoretical Model
Orem's Self Care Theory was the foundation for this DNP project. Orem’s theory helps
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translate research into practice by focusing on the individual performance of self-care activities
(Hellqvist, 2021). Hellqvist (2021) suggests that self-care behaviors aid in maintaining the
individual's life and functioning and correct or improve their health condition. Orem's theory
suggests that patients are encouraged to recover and progress from illnesses when they achieve
independence over their self-care. Independence of care includes self-care behaviors in the acute
care setting and home environment done by the patient. Health can be maintained only when the
individual is able and willing to accomplish all self-care requisites.
This DNP project aims to bring evidence-based change through proper discharge
education and self-care behaviors taught in acute care. Promoting positive self-care behaviors
and nursing interventions aim to strengthen the patient's ability to perform self-management to
maintain a healthy state. Orem’s Self Care Theory emphasizes the importance of each patient’s
independency. Everyone should understand care regimen and apply whats taught by taking care
of themselves. Therefore, it is essential to provide adequate discharge instructions and
preparation for the successful uptake of this project.
Methodology
A single-centered study was conducted on fourteen patients over nineteen years of age
admitted to the cardiac step-down unit with HF. All participants signed a consent form and took
the pre-education questionnaire assessing the patient’s knowledge of HF. (See Appendix A).
The project planner than used the newly formatted brochure, which included evidence-based
practice teaching from the American Heart Association's "Get with The Guidelines” to educate
patients." Immediately after completion of the education, the participant took a post-test
questionnaire. The project planner allowed each participant to ask questions regarding the
teaching method, brochure, or pre-and post-education questionnaire during the education and
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after the post questionnaire. An outside statistician assessed the pre-and post-education
questionnaire to interpret statistical data following the project implementation. All data collected
was entered via computer and stored on an external hard drive and stored in a locked box. The
data will be retained for one year and destroyed per facility guidelines.
Setting
The DNP project was conducted on a twenty-four-bed cardiovascular medical step-down
unit. The rural acute care facility offers comprehensive healthcare services and specialties to its
community. The hospital is known for its outstanding cardiovascular, orthopedic, neurology and
surgical services. The organization serves as a regional referral center for surrounding counties.
Population
The project population consisted of patients over nineteen years old, diagnosed with HF
and admitted to the cardiac step-down unit during the project implementation. The education
level of the participants was below average. Most of the participants could read at a sixth-grade
read level. Many of the participants were unemployed disease process complications.
Inclusion/Exclusion Criteria for Participants
Inclusion of criteria:
•

Diastolic or Systolic HF diagnosis
o Adults nineteen and older Exclusion criteria:

•

Any individual that does not take medications as prescribed by the medical doctor.

•

Any individual with pain who cannot sit for the duration of the educational setting.

Recruitment
Participants were recruited from the cardiac step-down unit utilizing the inclusion and
exclusion criteria. The project planner interviewed all admitted HF patients and asked if they

23
would like to participate in the DNP project. Participants were informed about the purpose, risks,
and benefits of participating in the DNP project. Once a participant agreed to contribute to the
project, they signed consent of their willingness to be part of the DNP project.
Consent
Before implementing any project interventions, the planner obtained individual consent
from all project participants. (See Appendix B). All participants in the project were thoroughly
educated on the purpose of the project and the overarching goal to increase knowledge in
patients with HF, resulting in the reduction of rehospitalizations in the acute care setting. The
project planner ensured the participants that privacy and confidentiality would be maintained and
that their care would not change for voluntarily participating in the DNP project.
Design
The project planner used a sampling of patients admitted to the cardiovascular step-down
unit who voluntarily agreed to participate in the DNP project. Before implementation, the writer
had a virtual meeting with the IRB coordinator to explain the DNP proposed project,
implementation plan, and evaluation plan. After revising some of the project details, the writer
was given IRB approval through the facility and university to move forward with the
implementation of the project. (See Appendix C).
The project planner led a twenty-minute session for each patient and presented written
information on HF, self-care management, and home care interventions. Each participant was
encouraged and allowed to take notes on the brochure and ask questions about the new
information they did not understand.
The project planner measured the effectiveness of the intervention by having each
participant complete a pre-and post-questionnaire. The facility's advanced education specialist
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and the Jacksonville State University IRB coordinator worked together to design and validate the
survey. The survey consisted of ten (10) quantitative Likert-style questions. After completion of
the implementation, a statistician and project planner compared pre-and post-questionnaire
results to evaluate each participants knowledge.
Chart Review
The lead researcher conducted a chart review to assess participants' ages, sex, and
diagnoses, and to develop targeted education. (See Appendix D). Charts were identified by an
HF diagnosis documented on admission. Cerner is the electronic medical record (EMR) system
utilized in the project facility to determine each participant's diagnoses, age, and sex. All
retrieved data was shredded to keep the participants anonymous.
Risks and Benefits
There was minimal risk to the participants in the DNP study such as HIPPA violation and
loss on anonymity A benefit of the project is improved knowledge of discharge education for
participants: this education before discharge promoted decreased morbidity and mortality and
reduced hospital length of stay. In addition, the results of the DNP project aim to benefit each
participant, nurse, and other healthcare staff in the cardiac step-down unit by giving the staff
proper techniques that may decrease admission rates.
Compensation
Participants were not financially compensated for participating in the DNP project.
Compensation for time and effort was offered to each participant by providing a HF teaching
bookmark. In addition, HF teaching pamphlets were provided during the educational portion of
the project.
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Budget and Resources
The project planner’s budget for the DNP project was three hundred dollars. After
purchasing supplies, printed material, and statistician fees, the actual cost spent was five hundred
seventy dollars (see Appendix E).
Evaluation Plan
The project planner gathered data from the pre-and post-questionnaire to evaluate each
participants knowledge of HF before and after the education intervention (see Appendix F).
Statistical considerations will be discussed below. A p-value of <0.05 was considered
statistically significant.
Statistical Considerations
Descriptive statistics were used to assess participants' knowledge of HF education before
and after teaching. Fischer's Exact Test was used to evaluate the change's significance in each
participant's pre-and post-intervention knowledge. The project planner created a spread sheet
using Microsoft excel. Statistical data was obtained using the Likert pre- and post-questionnaire
and converting it to excel.
Data Maintenance and Security
All privacy and data were maintained throughout the DNP project. All information was
locked into a security box at the DNP planner’s office and will be destroyed in one year per
facility guidelines. The Collaborative Institutional Training Initiative (CITI Program) provided
the planner with training for maintenance and integrity of all data. (See Appendix G).
Result
During the pretest, a small percentage of participants agreed that gaining five pounds is a
reason to notify the health care provider compared to a large number of participants in the post
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questionnaire. Questions three, four, and eight measured the self-care maintenance of each
participant in the home environment. The pretest data concluded that half of the participants
strongly agreed that eating a heart-healthy diet, including fresh meat, fruits, and vegetables, is
essential compared to one hundred percent in the post questionnaire. Ultimately, during the presurvey, only a few participants strongly agreed that they understood what HF was and how to
provide for themselves. After the educational intervention, a larger portion of the participants
understood what HF was and how to provide for themselves at home following discharge (see
Table 1). After the DNP intervention, the participants showed substantial improvement in disease
management and self-care management knowledge in the acute care setting. Ultimately, it was
undetermined that the fourteen participants increased ability reduced hospitalizations.
Results of Chart Review
Twenty-one charts were reviewed at the acute care facility. Four charts were diagnosed
with hypertension, three with myocardial infarctions, and fourteen with HF. Out of the fourteen
charts examined, only two charts had documentation of education by nurses in the acute care
facility.
Results/ Survey Responses
Thirteen of the fourteen patients demonstrating improvement in Appendix A
Questionnaire responded that they were very confident in knowing the importance of their heart
failure symptoms post-intervention when compared to pre-intervention questionnaire results of
not being confident. This questionnaire utilized the Likert Scale (strongly agree, agree, neither
agree nor disagree, disagree, and strongly disagree) to assess knowledge of ten statements, which
included:
1) Gaining weight, 5 pounds, is a reason I should call my doctor.
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2) I should avoid canned fruits and vegetables.
3) I should weigh myself daily.
4) Furosemide is a medication that I should take daily per instructions if ordered by my doctor.
5) Heart failure happens when your heart cannot pump enough blood to meet the needs of the
rest of your body.
6) I should report to my doctor if I have a cough, swelling, and decreased appetite.
7) I should attend every follow-up appointment to see my medical doctor.
8) I should eat a heart-healthy diet including lean meats and fresh vegetables.
9) I should report chest pain to my physician right away.
10) I understand what congestive heart failure is and how to care for myself.
Discussion
This DNP project was intended to improve HF patients’ knowledge of self-care and
management of HF. Reducing rehospitalization and improving self-care for all HF patients is the
expected outcome. Qualitative data was used to assess the DNP project’s effect proposed
intervention. Significant findings of this project included an increase in knowledge of the disease
process and medication management in the project participants. In the post-survey, 71% of
participants strongly agreed that they better understood HF and how to care for themselves.
Implications for Clinical Practice
The DNP project aims were met by demonstrating increased patient understanding of the
HF disease process and self-care interventions. In addition, a quality improvement project would
help establish a hospital-based education program in the future. The hospital based educational
brochure might further improve self-care and reduce hospital readmission. The acute care facility
would benefit from using a prequestionnaire to determine the knowledge of each HF patient
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before education is given at the time of discharge. The healthcare organization could also adopt a
teaching that included patients and their caregivers.
Implications for Healthcare Policy
The Hospital Readmissions Reduction Program (HRRP) was established by the Centers
for Medicare and Medicaid Services (CMS) in 2010 to reduce preventable hospitalizations.
Under this policy, CMS imposed financial penalties on hospitals with higher-than-expected 30day readmission rates. Shortly after the program was created, readmission rates dropped for a
short time and are currently going up and down simultaneously (Wadhera et al., 2019). While
there are already policies, such as HRRP, there is still room for improvement in current
regulating policies. Government and insurance companies may begin to place stricter
requirements by showcasing positive interventions and outcomes for HF patients. Strict
requirements can steer acute care facilities toward developing policies and guidelines for HF
patients within their organization based on the community’s needs and the people it serves.
Implications for Quality/Safety
This quality improvement project demonstrated the overall improvement of patient
quality and reliability. Quality of care and patient safety were critical components of the DNP
project. Many patients within the surrounding counties live in urban areas and lack transportation
to and from follow-up appointments. Due to this disadvantage, many HF patients do not attend
follow-up appointments as recommended by the physician. Consequently, the patient will
present to the hospital for an acute exacerbation of HF symptoms when symptoms become
overwhelming and unmanageable at home. Adequate knowledge about relevant resources
provided to HF patients at discharge can increase the overall safety by ensuring proper follow-up
care and decreasing mortality rates.
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Implications for Education
Cui et al., (2019) and Awoke et al., (2019) demonstrate the importance of education for
all HF patients. This DNP project further displays the critical need for improved discharge
teaching in the HF patient population. Hospitals with HF education programs would benefit from
assessing each patient’s knowledge level and the ability to comprehend the information
presented at discharge.
Limitations
Project limitations explicitly focused on the small sampling size of this DNP project. Due
to the small sample size of participants and only using one unit for the project, it is difficult to
conclude whether the change will be sustained in a different hospital setting. Cardiac step-down
units are exposed to various patients with other diagnoses, demographics, and cultures.
Therefore, future projects on discharge education would be beneficial. The DNP project planner
observed many patients who had an increased length of stay due to comorbidities which likely
exacerbated the HF diagnosis.
A limitation recognized was the use of one single educator. Proper discharge education
should start with the admission nurse and end with the discharge nurse. The patient and their
family should receive preparation for self-care starting day one. Patient education is a vital
component of HF care and should be provided by every nurse’s shift.
Another limitation recognized during project implementation was patients being hesitant
to answer specific questions such as demographics and current knowledge about HF. Many were
unsure if they knew about the disease process. In a few instances, the participant's family would
try and guide the participant's decision. The DNP project planner politely reminded each
participant that the answers they provided should only be their opinion of what they agreed,
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disagreed with, or neither agreed nor disagreed with.
Dissemination
The findings of this DNP project have been disseminated through presentation and paper.
The DNP project will be presented at the virtual conference at the Jacksonville State University
Dissemination Day. In addition, the DNP manuscript will be housed in the Jacksonville State
University repository.
Sustainability
This project concluded with educating HF patients in one cardiac step-down unit and
educating many healthcare staff on better discharge teaching. In conclusion, further projects on
the benefits of improved discharge teaching on the appropriate learning level for patients need
further evaluation. It is hoped that other cardiac units will consider similar education programs
within their organization.
Plans for Future Scholarship
While this study added to the existing data about HF discharge education and home selfcare management, further research is needed to observe the outcome in a larger setting and
population. Other projects could examine different people and the effects of the proposed
intervention. In addition, a longitudinal project is recommended for future guidelines. Finally,
the project could help assess the need for other educational interventions in the future.
Conclusion
This DNP project has proven that patients with HF who are educated using guidance
from the AHA’s “Get with The Guidelines” better understand disease and self-care management
(Heidenreich et al., 2020). In addition, they have shown increased knowledge of adherence to
medications, follow-up appointments, daily regimens, and diet. Although the small number of
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participants was a limitation to the evaluation, the statistical findings were significant. The
project planner believes that increasing each participant's knowledge about HF will help decrease
rehospitalizations in the acute healthcare setting.
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Table 1
Assess increase in knowledge of HF among HF patients in Acute Care pre-/post-intervention (n=14)
Pre-Test

Post-Test

pvalue*

Q1. Gaining weight, 5

n

%

Strongly agree

2

14.3

14 100.0

Agree

5

35.7

0

0.0

6

42.9

0

0.0

Disagree

1

7.1

0

0.0

Strongly Disagree

0

0.0

0

0.0

n

% <0.001

pounds, is a reason I should call my doctor.

Neither agree or disagree

Q2. I should avoid canned fruits and

<0.001

vegetables.
Strongly agree

3

21.4

14 100.0

Agree

5

35.7

0

0.0

5

35.7

0

0.0

Disagree

1

7.1

0

0.0

Strongly Disagree

0

0.0

0

0.0

Neither agree or disagree

Q3. I should weigh myself daily.

<0.001

Strongly agree

3

21.4

14 100.0

Agree

6

42.9

0

0.0

2

14.3

0

0.0

Disagree

3

21.4

0

0.0

Strongly Disagree

0

0.0

0

0.0

Neither agree or disagree
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Q4. Furosemide is a medication that I should take daily per

<0.001

instructions if ordered
by my doctor.
Strongly agree

4

28.6

14 100.0

Agree

5

35.7

0

0.0

4

28.6

0

0.0

Disagree

1

7.1

0

0.0

Strongly Disagree

0

0.0

0

0.0

Neither agree or disagree

Q5. Congestive heart failure happens when your heart is not able to

0.001

pump enough blood to
meet the needs of the rest of your body.
Strongly agree

6

42.9

14 100.0

Agree

5

35.7

0

0.0

Neither agree or disagree

2

14.3

0

0.0

Disagree

1

7.1

0

0.0

Strongly Disagree

0

0.0

0

0.0

Q6. I should report to my doctor if I have a cough, swelling, and

0.001

decreased appetite.
Strongly agree

6

42.9

14 100.0

Agree

5

35.7

0

0.0

Neither agree or disagree

3

21.4

0

0.0

Disagree

0

0.0

0

0.0

Strongly Disagree

0

0.0

0

0.0

Q7. I should attend every follow up
appointment to see my medical doctor.

0.003
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Strongly agree

7

50.0

14 100.0

Agree

6

42.9

0

0.0

Neither agree or disagree

1

7.1

0

0.0

Disagree

0

0.0

0

0.0

Strongly Disagree

0

0.0

0

0.0

Q8. I should eat a heart healthy diet including lean meats and fresh

0.003

vegetables.
Strongly agree

7

50.0

14 100.0

Agree

6

42.9

0

0.0

Neither agree or disagree

1

7.1

0

0.0

Disagree

0

0.0

0

0.0

Strongly Disagree

0

0.0

0

0.0

Q9. I should report chest pain to my physician right away.

0.003

Strongly agree

7

50.0

14 100.0

Agree

6

42.9

0

0.0

Neither agree or disagree

1

7.1

0

0.0

Disagree

0

0.0

0

0.0

Strongly Disagree

0

0.0

0

0.0

Q10. I understand what congestive heart failure

<0.001

is and how to care for myself.
Strongly agree

1

7.1

12

85.7

Agree

3

21.4

2

14.3

Neither agree or disagree

9

64.3

0

0.0

Disagree

1

7.1

0

0.0

Strongly Disagree

0

0.0

0

0.0
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*Fisher’s Exact Test was used to assess significance (p<0.05).
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Appendix A
Derived from AHA’s “Get with The Guidelines”
Participant Questionnaire (Pre/Post)
1. Gaining weight, 5 pounds, is a reason I should call my doctor.
Strongly disagree () Disagree () Neither agree nor disagree () Agree () Strongly agree.
2. I should avoid canned fruits and vegetables.
() Strongly disagree () Disagree () Neither agree nor disagree () Agree () Strongly agree.
3. I should weigh myself daily.
() Strongly disagree () Disagree () Neither agree nor disagree () Agree () Strongly agree.
4. Furosemide is a medication that I should take daily per instructions if ordered by my doctor ()
Strongly disagree () Disagree () Neither agree nor disagree () Agree () Strongly agree.
5. Congestive heart failure happens when your heart cannot pump enough blood to meet the needs of
the rest of your body.
() Strongly disagree () Disagree () Neither agree nor disagree () Agree () Strongly agree.
6. I should report to my doctor if I have a cough, swelling, and decreased appetite.
() Strongly disagree () Disagree () Neither agree nor disagree () Agree () Strongly agree.
7. I should attend every follow-up appointment to see my medical doctor.
() Strongly disagree () Disagree () Neither agree nor disagree () Agree () Strongly agree.
8. I should eat a heart-heathy diet including lean meats and fresh vegetables.
() Strongly disagree () Disagree () Neither agree nor disagree () Agree () Strongly agree.
9. I should report chest pain to my physician right away.
() Strongly disagree () Disagree () Neither agree nor disagree () Agree () Strongly agree.
10. I understand what congestive heart failure is and how to care for myself.
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Appendix B
Participant Consent Form
Title Of Study: Reducing Admissions of Adult Congestive Heart Failure Patients In The Acute
Care Setting.
Principal Investigator: Jamekia Calhoun MSN, RN

This consent form is part of an informed consent process for a DNP student project, and it will
provide information that will help you decide whether you wish to proceed and volunteer for this
project. The following will help you understand what the study is about, what will happen during
the project, and the evaluation process. If you have questions during the project, feel free to ask
questions to the principal investigator. After all your questions have been answered, you may
choose to complete the attached survey and participate in the educational session. You are not
giving up any of your legal rights by volunteering for this research project. Why is this project
being done? This project aims to address the lack of consistent inappropriate discharge education
given to HF patients, which results in readmission to an inpatient setting in 30 days. This project
plans to help reduce the number of readmission by facilitating proper discharge teaching to all
patients. What will the project entail? After signing the participant consent form, each participant
will take a prequestionnaire to assess current knowledge before the DNP student teaches from
the American Heart Association "Get with The Guidelines." After teaching is conducted, the
participant will take the 10-question post questionnaire. The DNP student will allow each
participant to ask any questions during this time. Participants will be allowed to withdraw from
the study without penalty by verbally communicating to the DNP student and signing the
withdrawal from study consent.
Risks and Benefits The level of risk for participants is minimal. There is a risk of loss of
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confidentiality if the participants identify their first and last names on the questionnaire. The
DNP student will ensure that each participant remains anonymous throughout the project. All
participants will be asked not to put their names on the questionnaire to ensure privacy and
confidentiality. Potential benefits to the participants include decreased readmissions in the acute
care setting, decreased mortality rates, decreased length of stay, and decreased healthcare costs.
Who will participate? The study will be run for one to three months with twenty nurse
participants involved. This project has no influence or involvement from upper management, and
participation is voluntary. Participation in the project is free and confidential. If you have any
questions about taking part in this project, you can call the principal investigator: Jamekia
Calhoun MSN, RN 334-318-2892
Name
Telephone Number
Unit
Email address
Signature
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Appendix C
IRB Approval

INSTITUTIONAL REVIEWS BOARD
JAC'KSONVILLE STATE UNIVERSITY

Institutional Review Board for the Protection of Human Subjects in Research 203 Angle Hall
700 Pelham Road North Jacl‹sonville, AL 36265-1602
December 8, 2021

Jamekia Calhoun Jacksonville State University Jacksonville, AL 36265
Dear Jamekia:
Your protocol for the project titled “Reducing Admissions of Adult Congestive Heail: Failui'e
Patients in the Acute Care Setting” 12082021-09 has been granted exemption by the JSU
Institutional Review Board for the Protection of Human Subjects in Research (IRB). If your
research deviates from that listed in the protocol, please notify me immediately. One year from
the date of this approval letter, please send me a progress report of your research project.

Best wishes for a successful research project.
Sin

ely,

Lynn Garner
Associate Human Protections Administrator, Institutional Review Board
Phone: 256-782-8144 • Fax: 256-782-8146 •
Action Employer

jsu.edu • An Equal Opportunity | Affirmative
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Appendix D
Chart Review Log
Participant

Diagnosis HF

Age (19+)

Yes/No

Yes/No
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Appendix E
Project Budget
Item

Budget

a

Printed Material

$100.00

$255.00

Statistician

$200.00

$315.00

Total Cost

$300.00

$570.00

Actual Cost
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Appendix F
Lesson Plan: HF Education
Total Time

Activity

5 minutes

1. Welcome

2. Purpose

3. Consent
5 minutes
15 minutes

1. Pre-Survey
1. Educational Intervention

2. Post survey

3. Question & Answer

Supplies needed:

Printed materials: pre/post questionnaire and educational handout Pencil/pen
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Appendix G
CITI Program Certificate

Completion Date 26-Sep-2021 Expiration Date 25-Sep-2024 Record ID 45315399

This is to certify that:

Jamekia Calhoun
Has completed the following CITI Program course:

Not valid for renewal of certification
through CME.

Social and Behavioral Responsible Conduct of Research

(Curriculum Group)

Social and Behavioral Responsible Conduct of Research

(Course Learner Group)

1 - RCR
(Stage)

Under requirements set by:
Jacksonville State University

Verify at www.citiprogram.org/verify/?wc94f5fa1-14da-4822-824c-0a54643cbc24-45315399

